We considered that attendance at a sexually transmitted disease clinic of teenage girls not using a reliable method of contraception might be the only opportunity presented for offering contraceptive advice. Therefore, we decided to conduct a study to determine the role of family planning for teenagers in the clinic and to consider how, if effective, the service could be extended to other clinics.
Introduction
Jamieson et al stated that, apart from sexually transmitted disease, problems of teenage sexuality stem from pregnancy rather than from sexual behaviour.' Certainly venereal disease is a considerable problem, one third of all recorded cases of gonorrhoea in women in Britain in 1981 occurring in teenagers. 2 In 1983 the figure for terminations of pregnancy in teenagers in England and Wales was 41 034,3 and that for live births (30 400) to unmarried women in this age group represented 56% of all live births to teenage women. 4 These figures have risen steadily over the past decade.
We considered that attendance at a sexually transmitted disease clinic of teenage girls not using a reliable method of contraception might be the only opportunity presented for offering contraceptive advice. Therefore, we decided to conduct a study to determine the role of family planning for teenagers in the clinic and to consider how, if effective, the service could be extended to other clinics.
Patients and methods
Patients included in the study fell into four groups. One hundred new teenage patients seen consecutively in the sexually transmitted disease clinic were divided into two groups based on the use or otherwise of a reliable method of contraception. Seventy seven were using reliable contraception (group 1) and 23 were not (group 2). At FoLLOw Up (GROUPS 1 To 3) Of the girls in group 2, only four subsequently attended a family planning clinic, all of whom selected oral contraceptives. At the end of the study 65 (84%) of the 77 girls in group 1 were still using their original method of contraception, as were 89 of the 100 girls in group 3. In both groups over 85% were pill users. Table II1 shows the numbers of subsequent pregnancies among the girls, numbers remaining with the same sexual partners, and numbers reattending the clinic with gonorrhoea. Surprisingly, lack of knowledge about contraception did not seem to be related to non-use, although non-users seemed less motivated to find an available source. The ambivalence shown by non-users has been well described in other surveys." Possibly education should be directed towards the need to use a reliable method on every occasion, as it appears that familiarity with methods available does not guarantee their regular use. 213 With their history of more sexual partners, we were surprised that the rate for reattendance at the sexually transmitted disease clinic among non-contaceptive users was not higher, but when they did attend they were several times more likely to have gonorrhoea. The high unplanned pregnancy rate among noncontraceptive users (group 2) was expected, however; nevertheless, all of the pregnancy figures -may be an underestimate, as it is possible that some girls arranged a termination outside the area or did not admit to an unplanned pregnancy, though this would not affect the overall picture. Sadly, by the end of the survey one girl who had suffered from gonorrhoea twice was being treated for infertility.
It became apparent in this study that the girls attending the sexually transmitted disease clinic who were using contraception and those attending a family planning clinic were similar both in their pattern of sexual activity and in their employment state. The non-contraceptive users were equally knowledgeable but not motivated towards contraception, often despite previous unwanted pregnancies. Although none wanted to conceive (and over 80%/o of teenage pregnancies may be unintentional') and all would have liked the effortless availability of contraceptives-especially the pill-from the clinic, their enthusiasm fell short of attending a family planing clinic even when a date had been agreed.
Because of this apparent uninterest, the high number of girls in group 4 who were eventually persuaded to seek family planning advice was unexpected and the high continuation rate even more so. This was as good as in group 3, and in both groups the rates were higher-than in many surveys, where a default rate of 200/o is common.7 A reason for this high attendance may have been that the girls already knew the person they would see from the sexually transmitted disease clinic, but whatever the incentive to enrol they rapidly became confident attenders, happy to transfer to a more convenient clinic and not dependent on the individual member of staff.
The pregnancy rate dropped steeply, confirming the calculation that one live birth or 2-8 pregnancies are avoided every year for each 10 teenagers attending a family pling clinic.'4 Interestingly, this more responsible attitude to contraception did not alter other aspects of their sexual activity as compared with the original group of non-users (group 2), as their subsequent attendance at the sexually transmitted disease clinic, risk ofgonorrhoea, and inclination for multiple partners were similar. The high use of oral contraceptives in this study was consistent with the findings of other workers. 7 If the main problems of teenage sexuality are venereal-disease and pregnancy then we are providing a good service within clinics for the treatment of the first while missing an.opportunity in some cases to prevent the second. It seems inadequate just to provide a family planning service within the department for a short time each week, but contraceptive counsDeng within the clinic for this. relatively small number of teenagers at risk would be highly cost effective in preventing pregnancy and its associated problems. This service could be provided by a nurse, trained and actively engaged in family planning work, being available during clinic hours to talk to these patients and follow them through to attendance at a family planning clinic. This attendance should be as rapid and effortless as possible while motivation remains high.
This survey shows the results of not pursuing the problem of contraception in teenagers. The prevention of pregnancies possible in this high risk group, however, would amply justify the increased time and effort. If those of us working with this group are not prepared to offer contraceptive advice and help when it is needed, then we are indeed failing our teenagers. In deciding whether a single estimation of serum calcium concentration reflects true sustained hypercalcaemia, three factors should be considered: firstly, a normal person may have a high serum calcium concentration on a given occasion (compared with his laboratory's reference range) solely as a chance occurrence; secondly, measurements of serum calcium concentration generally include a protein bound fraction of 40-45%, of which about 90% is bound to albumin. To assess whether measured serum calcium includes a physiologically appropriate free calcium concentration-a correction must be made for bound calcium. Estimates of average calcium-albumin binding derived from regression equations are widely used, and popular correction factors are 0.025 mmol (1 mg) calcium/g albumin and 0 1 mmol (4 mg) calciuml6 g albumin. In either case an appropriate amount is subtracted from or added to total calcium according to the amount by which the serum albumin concentration exceeds or falls short of a normal concentration (usually around 40 g/l); For example, using the first of these correction factors, a patient whose serum calcium concentration is-2-80 mmolIl (1-2 mg/100 ml) and serum albumin concentration is 50 g/dl has a corrected serum calcium concentration of 2 55 mmol/l (10-2 mg/l00 ml-2!-80-((50-40)x0025). A patient whose serum calcium concentration is 2 00 mmonlM (8 mg/100 mI) and serum albumin concentration is 30 g/dl has a corrected calcium concentration of 2-25 mmol/l (9 mg/100 ml)-200+((40-30)x0(025). The application of average correction values is somewhat empirical as, strictly, they should be applied only to members of the populations from which they are derived and, more particularly, as individual variation in calcium-albumin binding appears to be considerable. Most studies, nevertheless, have been able to assign a diagnosis in most cases without defining individual regression coefficients. Thirdly, sampling variables should be excluded; serum calcium concentrations in samples taken standing, after venous occlusion, and postprandially may exceed the supine, tourniquet free, and fasting values by as much as 0-25 mmol/l (1 mg/100 ml) in each case. Causes Table I gives a list of causes. In an unselected population the commonest cause will probably be primary hyperparathyroidism; in hospital series malignancy is commoner. Together these account for about 90% of cases. Other causes are individually uncommon and when present may coexist-with hyperparathyroidism.
